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Gluteopopliteal bypass for a compromised groin
Tjeerd S. Aukema, MD, and Dink A. Legemate, MD, PhD, Amsterdam, The Netherlands
Extra-anatomic arterial reconstruction is indicated in patients with a compromised groin. Surgical options include
obturator or transosseous bypass. We present a case of a patient with a necrotic radiation ulcer in the groin treated with
a gluteopopliteal bypass. ( J Vasc Surg 2009;49:483-5.)Extra-anatomic arterial reconstruction is indicated in
patients when the groin is compromised due to infection or
excessive scar formation. Generally, the obturator bypass is
the preferred technique.1,2 An extra-anatomic bypass via an
entirely lateral approach to the distal segment of the super-
ficial femoral or popliteal artery 3 and femorofemoral trans-
perineal4 bypasses are alternatives as are a transosseous
route through the wing of the iliac bone5,6 and a route
underneath the iliopsoas fascia through the lacuna muscu-
lorum.5 However, in rare cases, these options might be
unattractive. We present a case using a posterior gluteopo-
pliteal arterial bypass. This alternative, which was first de-
scribed by Topalov et al,7 is unfamiliar to most surgeons.
This is the second case report.
CASE REPORT
Patient. A 39-year-old man was diagnosed with urethral
carcinoma (T2G3) and initially treated with chemo- and radiother-
apy. One year later, a recurrence of the urethral carcinoma was
diagnosed and treated by penis amputation, cystectomy, prostatec-
tomy, rectal extirpation, and resection of the scrotum. Next year, a
metastasis was found in the left groin. This was treated with
radiotherapy and complicated by a severe necrotic radiation ulcer
(Fig 1) and deep venous thrombosis of the common femoral vein.
The patient was seriously at risk of a septic bleeding from the
femoral artery in the groin. A bypass operation seemed to be
indicated with subsequent embolization of the left femoral artery.
Because of the wound, severe scarring, previous transabdominal
surgery with lymph node dissection, and radiotherapy, an anterior
transabdominal or retroperitoneal approach was unattractive; we
opted for a gluteopopliteal bypass. Moreover, we anticipated the
need for resection of the femoral bifurcation in subsequent de-
bridement and myoplasty. The size of the superior gluteal artery
and quality of the inflow was assessed by preoperative intra-arterial
angiography.
Operative technique. The great saphenous vein was har-
vested from the contralateral leg. The incision was closed and the
patient turned. A line was drawn from the posterior superior iliac
spine to the most lateral side of the greater trochanter, the linea
spino-trochanterica. An incision was made over the medial two-
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gluteus maximus was incised and a branch of the superior gluteal
artery identified. This branch is a guide to the lower edge of the
musculus gluteus medius where the superior gluteal artery passes
through the foramen ischiadicus. The supragenual popliteal artery
Fig 1. Severe necrotic radiation ulcer in the left groin of a patient
with history of penis amputation, cystectomy, prostatectomy,
rectal extirpation, and resection of the scrotum for urethral
carcinoma.
Fig 2. A, The most lateral side of the greater trochanter. B, The
posterior superior iliac spine. Incision over two-thirds over themedial
part of the linea spino-trochanterica. C, Incision for the supragenual
popliteal artery.was approached via a longitudinal posterior incision. A tunnel was
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mis, obturatorius internus, gemellus superior and inferior, and
both anterior over the musculus gluteus maximus and the caput
longum of the musculus biceps femoris. The vein was anastomosed
in a reversed position both end to side to the superior gluteal and
to the supragenual popliteal artery. The bypass was deeply located
and entirely covered with muscles. Care was taken to have ade-
quate length of the graft to anticipate the bending effect of the hip.
Intraoperative duplex scanning showed no stenosis and a pendu-
lating forward and reverse flow, probably as a result of competitive
flow with the open native femoropopliteal system. We did not prefer
to convert to an end to end distal anastomosis, but accepted the
situation until embolization of the femoral bifurcation. Intravenous
heparin was started to prevent thrombosis until embolization.
Follow-up. Two days after surgery, embolization of the
left common and superficial femoral artery and the left profound
femoral artery was performed to prevent septic bleeding and to
reduce competitive flow through the femoral artery. Fig 3 shows
the functioning gluteopopliteal bypass during embolization.
Three and 8 days after the operation, an extensive debridement
of the left groin was performed. The debrided tissue was sent for
histologic examination. Unfortunately, microscopy showed vi-
tal metastatic urethral carcinoma. Postoperatively, no specific
lifestyle recommendations to prevent possible compression of
the graft were given. The patient was allowed to sit in a normal
position. One month after surgery, the patient was discharged
with a functional bypass. Sadly, 2 months after surgery, the
Fig 3. A, Angiogram of the proximal anastomoses o
B, Angiogram of the distal anastomosis of the bypass to
of the embolized common and superficial femoral arterypatient died as a result of cachexia and metastasized carcinoma.DISCUSSION
A gluteopopliteal bypass is an attractive alternative
technique for patients with a compromised groin. There
are a number of surgical advantages. The operation is
relatively nontraumatic and, from a technical point of
view, not very complicated. The operation is via an
extra-anatomic route, far away from the infected area.
The superior gluteal artery is easy to locate8 and tunnel-
ing of the graft straightforward, although the lymph and
venous edema in our patient and the long tract of the
tunnel made it a semi-blind procedure. As the superior
gluteal artery is a relatively small donor artery, in our case
3 to 4 mm, autologous vein is the preferred material with
theoretically the best patency. There are no data on
long-term patency available. Retrospectively, one might
argue whatever preoperative biopsies should have been
obtained before performing the bypass. Indeed, preop-
erative biopsies should be taken liberally; however, we
did not think of vital carcinoma tissue at that moment
and considered the problem entirely the result of radio-
therapy. In addition, we are not sure whether this would
have changed our interventional strategy.
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